Minnesota Health Care Directive NORTH
9F9NIVQCII2EWIVED)DDIKE MEMORIAL HEALTH

* This document replaces any health care directive made before this one.
cone 5‘)7_)1)UJDCCU)DET)EJ‘)‘D‘)DOCCQ252-:&)‘)[)?0(71)‘)!!)20885)1)81)(:83’) WD

« This document is for health care decisions; it does not apply to financial decisions.
cone S‘)"L)DCCJ.)DCwaﬂ‘)DC?OE}D(Z’aT)JOﬂUﬂ‘)DOCCQ32 WIV; UT)jOQSf)T)UT)‘)DC’)OSJD?@U)‘){)O‘)DT)‘)DC{)D

* This document does not apply to electroconvulsive therapy or neuroleptic medications for mental illness.
contZWBOIEDIEHLNILTVLBOGOENIMVENDICOBUSL T EIEOVOIBVEIINFISLWLSIONINFO.

» 1 will give copies to my health care agents and health care teams when completed.
2”‘)&)%5‘)@3%«3émcﬁv?m”@)occmvancczgjazww oL tB,Uf)‘mQcc:)s:;zzmﬂuzagz”vmzcgvcﬁaévcf)o.

« | will make a new health care directive if my agents, goals, preferences, or instructions change.
2”‘)wtc$‘)ms3gém53quccosgazww?mj, o, cdrwle, eorwin V] H7ccENI20989WECHIBNIVU VLY.

My Full Name: My Date of Birth:
3cHn20989wEcH9 Sucon3cRH020929WLcH9
My Address:

Hefeo9gawicsa

My Phone Number(s):
cOlnadu20989WEca9

My Health Care Agent(s)
AOCCUNLNIVOCCITI2REWIV2D)SIILC D)

My health care agent is my voice if | can’t make health care decisions myself. My agent(s) are at least 18 years old.

o~ 2 X ] % X 2 o & ¢ o o ' o 2 &
AOCNLNIVQUIFRIWIVEDISIWLCHICLVTII2D9ISNWCH, T12IWcDIVTIVIOA0SLIBNJOHUVNIVQEIF2WIVLLBISIWLCDICD)
0. Aoccnasgawican Sereerguves 18 3.

Health Care Agent
AOCCUNVNIVOCCIIZ2EWIV

Name: Relationship To Me:

3 ©0I0IIWDLHVSIWECH
Address:

uel

Cell #: Home #:

GlnazSusT cGlnarSuv

First Alternate Health Care Agent — If my health care agent is not willing, able, or reasonably available.

o0 o o =y o P h 2 o 2 & L o 4 @ 4 o
3 LBIL3NIVOIVF2EWILVIYNSDNSVAHVBLY — TIADLVVNIVQUIFLWIVEDIZIWHIVALTD, BFWIO G LIII0Y
U3NIWLOLSVCMOSLEHY.

Name: Relationship To Me:
3 HOIVFIMWVDIVEIWCHI
Address:
el
Cell #: Home #:
BlnazSuiH BlnazSudm
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Minnesota Health Care Directive NORTH
HITYNIVOCCOTI2LWIV2D)DDLRC) MEMORIAL HEALTH

FULL NAME / & ccot DIVTENL: DATE OF BIRTH (mm/dd/yyyy) Date / 3vh:
ducdovleiio (0o/oo/Buuy):

Second Alternate Health Care Agent — If my health care agent is not willing, able, or reasonably available.
3 10319V OIWF2TWIVNINSENSVAHLTDY — TIADCNVNIVQEIT2EWIVEDYSIWEcHIVCALTD, 0 § Ogwaols
UQT)‘)DZO@)‘)‘:)SJ.)CD)OSJ.)G‘)D.

Name: Relationship To Me:

3 ©0IVFNBVHVSNWECHI
Address:

Uef

Cell #: Home #:

cBlnazduiH cGlnarSut

My initials here indicate | attached additional pages that identify additional health care agents. | included
instructions on order of health care agents decision making.
éqvcgagc'%D2832’“‘)&):(;%‘)&)@"ﬁé‘lm’(ﬁmd‘)é‘)w:c%‘mvﬁgéoF)owﬁvcfﬁucﬁuw"’ozqc’)occmvmnqccogezwﬁucfi‘mcc‘%u.
S9Wtc3989,0200c899H7cCVENINIVIIGLNIVANFVTAFISVLEMIIMTINIVQEIF2EWIV.

Health Care Agents: Powers and Special Situations
ADCCUVIVNIVQECITI2RTWIV: DIVIO) CCIT FETLIVENIVWEIO

If ’'m not able to make my own health care decisions, my health care agent can: access my medical records, decide
when to start and stop treatments, and choose my health care team and place of care consistent with my known
wishes.

11229wtc390390900031 LT JOFHLNIVQED IS WIVEDYSIWECHICDT, AOLNVNIVQLIILIWIVEDISIWECHIFIVIO: BICT9
OuHnngNILEWO2e98IWEeDI, Go3nles99:c3udD war gomuivdocdaln war (3oNHLIIVQEIFEWIV €T FNIVHQ
waloedylgaorwurononItisinzegSawscs.

| also want my health care agent to:
SN HILIN LBIEICIIINIINIVACOF2TWIVEDYSIWLC IS OCRVOJOAL:

Make decisions about how a pregnancy, if any, should affect health care decisions on my behalf.
&oSvlagimwfws, T3, @zﬁ&vmtﬁuc"vquccoaazwﬁuaagé‘)wxc%ﬁccvo?m?oeﬁm%v?@?vmuzagéﬂ)wzcgﬂ).

Make decisions about the care of my body after | die (including: autopsy, burial, cremation).
AodvlenyofHiuNInguagmnduee)Siwicai9aINisIwicsIvi30 (R0L1YNIVIVLLEFOSV, NIVEISV, NIVYIVEVINO
Sv).

Continue as my Health Care Agent even if our marriage has legally ended.
@ b o e b e o ° & o ' ' ' o~ =1 o~ o
SuacSomIINCBLADCNLNIVQEIFRFWIVLEBYSIWECDI, CTIYCCLVTINIVLCCINIIVE2BIWONCSNOTVIOSIINILHOTVILD.

(Per MN law, spouses named as health care agents are NO LONGER VALID in the event of divorce/annulment unless this box is checked)
(8900500855509, B3DS0HSACGIVAOCNLEIVNIVAEIFEHWIVEL VOSSNSO WNVEBNIVEITIYNIVENCINNIVCCINIW, BuegecciciegBinmwIe

%))
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Minnesota Health Care Directive NORTH

HITYNIVOCCOTI2LWIV2D)DDLRC) MEMORIAL HEALTH

FULL NAME / & ccor pangzn: DATE OF BIRTH (mm/dd/yyyy) Date / SuG:
ducdovleiio (0o/oo/Buuy):

My Future Care Preferences
HOIVLNNIVACCD LVDTVINHO2D9SNWLC DI

If | were so sick that | may die soon (due to: a prolonged illness, a sudden serious event like heart attack or stroke,
a permanent brain injury due to an accident, etc.) then | would prefer:
Hrvnamnoasiwtcacduiosmeigawzcsrornsxswddalulogd ((J99.099997: WeI0$9cEs, CI0NIWSIEVE)
POV, olpore g cgvcﬁaoﬁv?vswzvay, J??UU?0c502895:m)89mosvcﬁagmn@uzﬁcwo, Sv9). 29N
SawrcdcSeniias:

D Try and/or continue all treatments to extend my life, even if there is little hope of getting better or living a life |

value. May include but not limited to: tube feedings, IV fluids, respirator/ventilator (breathing machine), CPR and
antibiotics (medlcme)

299 ccE/H sum‘n‘mUDUomgwocweeoeﬂeaegaﬂwvcaa cfoccnoIarinornmdwycdSniseniarday G 0299
330tigawrcarluien. e0a:us nau»ccmum‘no nlviomvcoe, mu?smmgcsucoeo cBo9goemela/chogoe
2:L9® (cHo93NgoemIels), quoeqooavwvn‘m (CPR) ccoz g9cDcRD (e59).

| would want a trial of life support treatments. But, | DO NOT want to stay on life support treatments if the
treatments do not work and there is Ilttle hope of getting better or I|V|ng a life | value

2°)w"c'a'7maanavmoasgnﬁvuuuocwaaoE)aoo 0, Swic390 GegNInlintSudniudviogoedda, Hanmwdulod
166D ccor Foorwmdwygcdnveeiiadin V] ngaoomaﬁmucm?mavm.

D | would want to stop and/or not start any treatment that may artificially extend my life. Focus on making me
comfortable and allow natural death.

SIWLCHICIDINIVLO €/H VcSLNIWLTLTD laghernszMiSoesgsrwtcarccvLdDIVNIL. cHvigNcSols’
2 X ] o oo o
29WECaITTVI® AT Use ticIng500ID1ILEI0.

NOTE: You can include additional information/specific requests on the “My Goals & Values” sheet
BUICDIO. UIVIIVIODOLCEISYVCDLCTL/NIVSBISTe w10l "chwwre ccos OVOI299WcH?" lo-

Organ Donation
NILLIIMeowror

| want to donate my eyes, tissues and/or organs, if | can. My health care agent may start and continue any
treatments needed until the donation is complete.

SNMCHICIDINIVVSDINCM, CHDCHD ccot/B) D:LoBTOCI199, TISNWVCHITIVIOCSOLD. AOLVVNIVQLIFSWIV
2092925792909+ AD oy SLAMLBLTOHHICTVIVNSINIVLS N HLIICSO.

| don’t want to donate my eyes, tissues and/or organs.
o X i o =) & o S ' o &
29 9IVCIDINIVVI9ING, (VDD €C2x/§) D:LOBTDLCINNY2DYSIWC.
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Minnesota Health Care Directive NORTH
HITYNIVOCCOTI2LWIV2D)DDLRC) MEMORIAL HEALTH

FULL NAME / & ccot DIVTENL: DATE OF BIRTH (mm/dd/yyyy) Date / 3vh:
ducdovleiio (0o/oo/Buuy):

Making This Document Legal
NSO WiIcoNIIVDHNCID)1ILNOVVLI®

1. Sign and date: My Signature: .
wg . o Q_y g Date Signed:
CRD €cDT 9DV e o
. . % Sucqw
298CqV2O9Z2IWCHI
2. Have your signature notarized OR verified by 2 withesses
TinrecivesymrnlaosSunvésSunzuveIv B S98viovwierv 2 HL
MINNESOTA NOTARY PUBLIC:
VIDYNIVMEVLIVIIVDDLIKEM:
County: In my presence on:
9900 Veniigiwrcrnolse Date notarized / SuGd9wruyvea
Name: acknowledged their signature on this document.
3 Name of person signing above / S20963590%c50E99¢179 SusheciveegwoncdsluceonIIn.

Signature of Notary:

298C]V2OHNTVLIVIIV | am not named as a healthcare agent in this document.
SwicdIvrinascoddlocIvdoccnunIvgaogeswive/ducon: oD,

NOTARY SEAL.:
UELOINELIVII:

OR/ &

STATEMENT OF WITNESSES: | am at least 18 years old. | am not named as a health care agent in this document.
Only one witness can be an employee of the health care system providing direct care to me on the date that I sign this
document.

INTCCWH2RDYWITLIV! 2”‘){:)%5*)38*)&3&503{7158&) 18 8. Sawica9 L ﬁn:ﬁzcﬁé’dvcfsv67occmvmuqccosgzzwvuei?vcanzzvuﬁ.
w:e‘ménogoavoa:ct")nw:ﬁmmeegz:01)mDQcco:;exwvum"“lm”mnqcco?oe:ﬁg:ﬁué")w:c%w?nénﬁé’vw:c%‘)ﬁgzw

cguluconzgnd.

Witness # 1 Signature: Witness # 2 Signature:
wreh 1 998cqD WY 2 298V
Date Signed: Date Signed:
SvN39298cqV Svd9298cqV

Print Name: Print Name:

D) D)
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ng Goals and Valu'es ) . NORTH
CUIVVI® €T HHVOHI2DH2IWLCHI) MEMORIAL HEALTH

Optional Addendum to Minnesota Health Care Directive
cons 5?U§28UZ/)7E)C&)UCC7UM‘79698)7(‘7)70&7?5927?2)0((952 2902890159079

FULL NAME / § ccaz vanzn: DATE OF BIRTH (mm/dd/yyyy) Date / 3vk:
SvcdoanleRio (0o/oo/Uuuy):

Some people are willing to live through a lot for a chance of living longer. Some people fear that medical treatments may
cause suffering without much benefit. What would you want? These answers will be used to guide your health care agent(s)
to make health care decisions based on your wishes if you cannot make them yourself.

01HVAWL BN FEE0EGVLVIVINSLIEMO N3 5EE06GEVED. mgeuevuovmuuuuozmgmuccwoevomcso?mcnoeomum
narLMWLoebSGLUInLOMIL. UIVCTBINILMEY? evmeucoymmnnm?acwecuuevccuwm?mmoccmumuqccozgawwvueegmu
umvdosulanivquagerwivlondylgaoincisgnmaegui, Hhmansaawdzwiododvlacosdvceglo.

The things that make life worth living the most to me are:
53ﬁcéo‘Zm‘ESoBé‘hﬁgo‘lvmvévﬁgéﬁoéﬂéUa”ﬁw:cfg‘)cc;.iv:

My beliefs about when life would be no longer worth living:
am»cﬁaaagz")w:cﬁ‘):‘i_joﬁucomlﬁé‘fiomt}s{»m?nmnc’)‘):“)g5505776)20:

Other choices/instructions:
119cS3ONSEV/HICLEDY:

My idea of a good death and where | would want to be (at home, in the hospital, or ?):
009L6028989WHINIONVNIMVCIOVISONE T VaLZIWCaIcTRINILIY (cSow, Isqud § ?):
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When | am dying, | would find comfort and support from:
& o K o a oo o & EN ' oy
09299979399 IHID0, 2MWLIIFTWUHDIVITVIL (AT NIVRJOSCHDIN:

After | die, these are my wishes about what to do with my body (autopsy, burial/cremation) and how | wish to be
remembered (obltuary funeral celebration, memorial serwce etc)

51999 8wicAcInd80, S9cibclvUIonIZegSwicaImyoRLINHarcE 0N oHLYINSLEBIZNWLF (NILFLVLEIOSL,
PILEISL/MIVFIVELIHOSVL) ot SHSIWHICTBINILIIFI (39898, 9ISV, MVIEYSY, NIALDBNCTY, Sv9):
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